Primary or spontaneous coronary artery dissection (SCAD) is a rare cause of ischaemic heart disease occurring predominantly in young, otherwise healthy women. It is often fatal and its incidence may be underestimated. mid and distal segments of the artery. The patient no longer complained of chest pain, either at rest or during a submaximal exercise test. She was discharged on the 16th day and she was still asymptomatic at a six months clinical follow up. CASE 2 A 42 year old woman who had previously been in good health experienced the acute onset of severe pain in the chest and left arm shortly after preparing breakfast at home. Three hours later she was admitted to our coronary care unit with an electrocardiographic and echocardiographic pattern of acute anteroseptal myocardial infarction. She had experienced three full term uncomplicated pregnancies, the last one three years previously; she was not taking oral contraceptives and had a normal menstrual status. She was a heavy smoker (20 cigarettes a day In most cases of SCAD the diagnosis is established on necropsy examination. A review of published reports shows that the usual clinical presentation of this condition was either sudden death or acute myocardial infarction followed in a short time by death. Though our patients had an acute myocardial infarction they survived the acute insult and all but one were asymptomatic at follow up.
The angiographic diagnosis during life of SCAD is very unusual.'4 We defined dissection as the detection at coronary angiography of a radiolucent area within the lumen of the vessel, with or without contrast persistence within the dissection after wash out of the contrast from the remaining portion of the vessel. The lumen of the vessel was enlarged at the site of dissection; this pattern is caused by the presence of dye inside the coronary wall and is important in the differential diagnosis with intracoronary thrombus.
SCAD typically occurs in young, healthy women. In a series reviewed in 1990 by Cocco et al,5 74 out of 97 cases were women, with an average of 39 years. It is striking that 24 of 74 patients were in the puerperium and one had been taking an oral contraceptive for the last three years. Approximately 50% of patients with a coronary artery dissection die suddenly and many others (18-20%) will die within a few hours. The clinical presentation is otherwise similar to that of patients with atherosclerotic coronary artery disease, although the average age is younger and risk factors may be absent. SCAD may be recurrent;6 it may also heal spontaneously.7 Van Der Bel-Kahn6 reported the case of a 40 year old man in whom a dissection of the obtuse marginal artery had apparently healed, but who died at a later date of a second dissection of the LAD.
Himbert et al7 described progressive angiographic healing of a spontaneous dissection of the left main coronary artery. The LAD is the most commonly involved artery (52-5%),5 followed by the right coronary artery (24%), the left main stem (13.5%), and the left coronary artery (2%).
Various hypothesis have been offered to explain the aetiology of SCAD. Hypertension does not seem to be a risk factor, since it is usually absent.5 Any unifying theory of coronary artery dissection must explain the remarkable predilection for women, especially during the puerperium. Changes in the arterial wall during pregnancy have been well documented and include fragmentation of reticulum fibres, hypertrophy of smooth muscle cells, and alterations in the protein and acid mucopolysaccharide content of the media.8 The current belief is that degeneration of the ground substance causes a weakening of the tunica media of the vessels during pregnancy; the effect of straining during labour and delivery may initiate intimal rupture, with subsequent haemorrage into the media days or weeks later. SCAD has occurred in men, however, thus indicating multifactorial aetiology. Angiitis 13 None of our patients required surgical or PTCA treatment. Antoniucci and Diligenti reported a patient with SCAD of three vessels who received coronary bypass grafting. 14 Thayer et al4 recommended bypass grafting for all patients with SCAD. Vicari et all'5 described surgical repair of SCAD by extrusion of an intraluminal haematoma. Gonzales et al16 described a case treated successfully with PTCA. The authors pointed out that the risk of coronary perforation would seem to be significant, as the guidewire and angioplasty balloon were passed blindly into a vessel that was already damaged and presumably weakened. We agree that the indications for bypass grafting or coronary angioplasty are the same as for any other case of severe narrowing of an epicardial coronary artery with clinical evidence of myocardial eschaemia.
Our series shows that patients with SCAD who have developed an infarct in the absence of fixed and severe stenosis do well with medical treatment. The indications for surgery are the same as those for patients with fixed atherosclerotic disease: left main disease, three vessel disease, or symptoms refractory to medical treatment.
